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Abstract 

Introduction: There is only one neuro-psychiatric hospital for over four million people in the Niger Delta region of Nigeria. Low-income groups in 
urban and rural areas who access care through public mental health clinics are at greater risk of not accessing the needed mental health care. This 
study aimed to explored barriers that prevent people from utilizing mental health services, and to identifies key factors to increase access and 
improved service delivery. Methods: A qualitative study was conducted among 20 service users attending the outpatient clinic of Rumuigbo 
neuropsychiatric hospital. Ten participants were caregivers and 10 were clients, both having accessed services for at least one year. Results: The 
mean age was 37.7 years, 60% were males, 40% were unemployed and only 15% had a regular monthly income, while 65% live in rural areas. 
Barriers observed in mental health services use were physical, financial and cultural. These include absence of service in rural communities, poor 
knowledge of mental health services, stigma, transportation problems, waiting time at the facility and cost of service. Conclusion: Stigma remains 
a strong barrier to accessing mental health services, and extensive efforts need to be made to overcome ignorance and discrimination. Mental 
health services need to be provided throughout the health care system to enable people to access them locally and affordably, preventing the need 
to travel and promoting service uptake and treatment continuation. 
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Introduction 



Mental health disorders constitute the major causes of disabilities 
worldwide, accounting for 37% of all healthy life years lost through 
disease [1]. Mental illness is a disabling, chronic condition that 
poses numerous challenges in its management and as risk factors 
for other health problems [2]. It extols significant costs to the 
patient in terms of personal suffering, to the families as a result of 
the shift of burden of care and life-time lost productivity, and on the 
society at large[3,4]. In spite of the resulting burdens, less than 
20% of persons with mental disorders received treatment in Nigeria, 
of whom only 10% utilize public mental health service and only 
110% maintain follow-up treatment over a period of 12 months [1]. 

Knowledge of the barriers to mental health service utilization is 
particularly important in order to address the needs of people with 
mental disorders and plan appropriate service. In a review of 
barriers for mental health service use, Leong and Lau [5] identified 
four categories of barriers: cognitive, affective, value orientations, 
and physical. They hypothesized that the first three reflect cultural 
obstacles that impede an individuals' intent to seek mental health 
services, and the fourth refers to practical barriers regarding the use 
of services. The practical barriers include a general lack of mental 
health awareness, cost of treatment, poor knowledge of how to 
access service, and waiting time [6]. Utilization of services is 
however affected by many interacting factors, such as individual 
and help-seeking preferences, access, availability and referral 
practices. Help seeking processes are events that occur between the 
point of first recognizing a problem (onset of illness), and when the 
patient enters a mental health service for treatment, as well as 
sustaining such treatment [7]. Help seeking behaviors provide 
critical links between the onset of mental disorders and the 
provision of professional support. 

Nigeria has eight psychiatric hospitals to serve a population of over 
150 million, eight schools of psychiatric Nursing, and twelve medical 
schools, with all mental health services only being provided at these 
institutions. Mental health services are concentrated in the southern 
urban areas with a few in the north and no services in rural areas. 
Patients required these services are referred from clinics across the 
country were specialists are not available. Nigeria has a ratio of 
mental health bed of 0.4 per 100.000 persons, 4 psychiatric nurses 
per 100 000 persons, 0.09 psychiatrists and 0.02 psychologists and 
social workers per 100 000 persons and a total public health 
expenditure of 5% of the country's budget [8,9]. As the mental 
institutions are located in big cities, individuals may not seek mental 
health care due to poor knowledge of available services, 
accessibility, cost, and negative perceptions about health care 
system. The low-income groups in both urban and rural areas who 
access care through public mental health clinics are therefore at 
greater risk of not receiving the needed mental health care [10-12]. 

This service gap is filled by traditional, spiritual, faith healing and 
complementary medicine, the use of which is widespread in most 
communities, as lay perception of mental disorders are still rooted in 
super-natural belief systems, and therefore considered untreatable 
with western medicine [13-15]. In the mist of this competition with 
traditional care models, orthodox psychiatric care faces the 
challenge of proving its efficacy to all sectors of the society. 

Recent discoveries in mental disorders etiology, as well as different 
treatment modalities, have led to the availability of more effective 
interventions for the outcome of persons with mental disorders e.g. 
alcoholics who seek help early from specialist treatment programs 
show better outcomes than those who do not [16]. Gulbinat et al 
[17] argues that although cost-effective treatment for more than 



80% of those suffering from epilepsy has been available for several 
decades (i.e., Phenobarbital for less than US$5 per person per 
year), the large majority of patients with epilepsy remain untreated 
in most developing countries. However, negative views and stigma 
surrounding the disease, an absence of service, distance to services 
and poverty are some of the many barriers experienced by persons 
with mental disorders seeking care and sustaining treatment [18- 
20]. Furthermore, payment for mental health service is usually out- 
of-pocket, and as a result, the cost of procuring treatment 
contributes to the problem of under-utilization of services, even 
after treatment has been initiated [14,21]. 

Although mental health care is important for the general population, 
it is particularly important for people with disorders who are poor 
and have to travel over long distances to access service. The Niger 
Delta region is home to over four million people, with mental health 
services only being provided at the Rumuigbo hospital in Port 
Harcourt, which provides in- and out- patient facilities to people 
with mental disorders. This study explored the barriers to utilization 
of mental health services by caregivers/clients accessing services at 
the Rumuigbo Hospital, the aim being to identify key elements in an 
effort to increase access and improved service utilization. 



Methods 



A purposive sample of 20 service users attending the out-patient 
clinic of the Rumuigbo hospital was recruited with the assistant of 
the clinic sister by word of mouth, of whom 10 were health seeking 
clients and 10 were family caregivers, not related to client group, 
who accompanied their ill relatives to the clinic. The two groups 
were included to establish where they identified the same barriers 
to accessing care. Inclusion criteria were: both groups were 18 
years and older, and who had at least a basic primary education and 
must have been attending the out-patient clinic for not less than a 
year in order to have had a thorough experience of the mental 
health care system. Clients were included who were not overtly 
psychotic as to enable them to comprehend and respond to the 
questions asked. Newly diagnosed patients and all those currently in 
the hospital were excluded from the study. 

Data collection 

An informed consent to participate in the study was obtained from 
each participant, and all interviews were conducted by the primary 
author using a semi structured interview guide containing open- 
ended questions developed by the authors that had been refined in 
a pilot study with four service users. Participants were encouraged 
to discuss and reflect upon their experiences, and questions 
included issues relating to the onset of the disorder, the 
difficulties/challenges of accessing service and sustaining treatment, 
barriers to accessing care related to perceptions of illness, and their 
perceptions of mental health services. To limit intrusion into private 
households and protect confidentiality, participants were given the 
choice of being interviewed after their follow-up appointments at 
the clinic. A theoretical sampling framework was used. 

Ethics approval 

Ethics approval for this study was granted by the Ministry of Health 
and the Ethics Committee of the Rumuigbo Neuro-psychiatric 
Hospital. 
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Results 



The study findings are presented within two categories, the socio- 
demographic results and the thematic analysis. 

Socio-demog raph ic 

The study samples were 10 caregivers and 10 clients who were not 
related to the caregivers. Of the 20 service users recruited, 60% are 
males (5 caregivers, 7 clients), the mean age was 37.7 years (41.6 
caregivers, 33.8 clients), 40% were unemployed (3 caregivers, 5 
clients), 15% had a regular monthly income (2 caregivers, 1 
clients), 10% were tertiary level students (2 clients), and 65% lived 
in rural areas (6 caregivers, 7 clients) (Table 1). 

Thematic 

Many factors were found to act as barriers to mental health service 
utilization. The three barriers highlighted by the participants were 
categorized as physical, financial and cultural, with themes being 
identified within each as presented below in Table 2. 

Physical barriers: The factors relating to physical barriers to 
service utilization consist of the awareness of available service and 
the ability to access them, with three themes emerging namely; 
poor knowledge of mental health service, centralised mental health 
service and waiting time. 

Poor knowledge of mental health service: Caregivers and 
clients held similar views that poor knowledge of the available 
mental health service, and the uncertainty about where to go for 
treatment being reasons for not seeking the needed care. As noted 
by Caregiver 1 : " We were not aware of this place and you know we 
felt the illness need spiritual attention like in this her case, we 
delayed, we delayed coming so the situation got worse and worse" 

Most clients believed that not understanding where to seek 
professional help interfered with obtaining appropriate treatment at 
the onset of their illness. Client 4 illustrates: "When my illness 
started my father was not aware of this place, I was taken to a 
spiritualist. They didn't bring me here they took me to some 
churches and other places before we were directed to come here. " 

Centralised mental health service: Caregivers observed that 
during psychiatric emergencies i.e. relapse or adverse drug 
reactions where prompt attention was required, they relied on 
locally available sources for support (spiritual healers) due to the 
absence of mental health service outside the Rumuigbo hospital, 
this being particularly problematic for those living in rural 
communities as indicated by Caregiver 4. "Please provide this type 
of hospital in other places to help us get the treatment. It's hard to 
come here from that is why we are unable to come as expected and 
it's affecting him, today he is fine, tomorrow is something else. " 

Clients were of the view that due to their helpless states during 
times of relapse, they are at the mercy of where ever their family 
members decide to take them for treatment. However, Client 9 
believed that the proximity of service will enhance treatment 
outcomes. "The government should provide this type of hospital 
around us at least in every local government area' like in my place 
there is no hospital like this and that is why it's very difficult to keep 
the appointments - let the government come to our aid. " 

Waiting time: Long waiting time for mental health service at the 
clinic were raised as a significant issue by both clients and 
caregivers, and concerns were expressed regarding the lack of staff. 



Caregiver 8 complained that "Whenever you come for clinic 
appointment you can't do any other thing, in fact the whole day is 
wasted. By the time you finish with the doctor your ordeal just 
begins, to get the prescriptions from that place is the greatest 
headache. Some of us came from very far places, we want to get 
back on time. " 

Clients 1 observed that the delay had a negative effect on her work 
as well as her mental health well-being. "The delay makes me 
anxious because I may not be able to go back to work today. Those 
of us working should be treated differently I wish we are given 
urgent attention to enable us go back to work" 

Financial Barriers 

This consisted of the economic implications of obtaining mental 
health service, three themes were observed, travel 
distance/transportation, high cost of service and loss of productive 
income. 

Travel distance/transportation: Clients observed that the long 
journey to access services was cumbersome and costly, and that the 
lack of money for transport to the hospital meant that they cannot 
always access the care needed. One of the caregivers (6) reported 
she could not afford the cost of transporting herself and ill relative 
to the hospital for follow-up appointments as required, and that led 
to a relapse in the relatives' mental state. "It is hard to come as the 
doctor said because of transport sometime we are unable to come 
for two, three months, sometimes even more ' at times when I don 't 
have money to come the illness will start' without the drugs he 
misbehaves, you see him on the street, destroying peoples 
properties which I don't want. " Client 7 reported: "I came by boat 
from yesterday and spent the night to enable me come early today. 
It is very hard to come most of the time due to the distance. " 

High cost of service: Both groups felt that their poor financial 
circumstances result in their inability to utilize mental health service. 
Client 2 illustrated: "It has been tough for my dad and he has been 
taking care of all the expenses, my drugs and other things that I 
may need and this illness has added to his financial burden I may 
say. " 

Caregivers suggested that services should be made more affordable 
or totally free, particularly for the low-income group, to reduce the 
burden of the illness on their families. Caregiver 3 reported that: "/ 
think to meet up with these expenses is not easy- the problem here 
is that there is no specific amount, whatever you are asked to pay 
that's it, like today I was not expecting this N8,000 (US $55) for his 
drugs for a month supply. You will spend what you don't expect - 1 
was not expecting that kind of amount but what can I do. " 

Loss of productive income: Most of the caregivers indicated that 
accompanying ill relatives for clinic appointments meant that they 
had to leave their work, trade and vocation, which resulted in loss 
of income due to their absence from work. Caregiver 8 indicated 
that: "The impact of his illness is so much, this illness inconvenience 
my work and business, right now as I'm here people are calling me 
on phone to come over for some business issues but right now I 
cannot go because of him. " 

Most of the clients are unemployed and depended on family 
members' support with care, and Client 3 indicated that he lost his 
job due to frequent applications for times off duty to attend clinic 
appointments. "It's my family that is doing everything for me it's not 
easy with them, to buy the drugs, feed and also come for 
appointments. I was working but lost the job due to my illness, my 
boss said every time I'm going to hospital. " 
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Cultural Barriers 

Community members held negative perceptions about mental 
disorders that resulted in families and affect persons experiencing 
stigma and feelings of shame. 

Stigma/discrimination: Participants observed that due to the 
public's negative perception, information about mental disorders 
was considered too intimate to share with people outside of the 
nuclear family without attracting stigma. As illustrated by Client 1: 

'When I was hospitalized here, I got a sick letter from the teaching 
hospital to my office rather than getting one here because of what 
people will say, the stigma so because of that you don't want to tell 
people, you don't, I don't tell. " 

Most caregivers' believe that the belief associated with mental 
disorders as being due to wicked acts makes many families conceal 
the illness to avoid community gossip and rejection. This hinders 
appropriate help-seeking behavior of many families. As one of the 
caregivers (9) observed: "We took him away from home since this 
illness started and his community people are not aware of his 
illness, it's better to keep him away from them. " 

Feelings of shame: Caregivers and clients held similar views 
regarding, with feelings of shame of being seen in the Rumuigbo 
hospital as being one of the main barriers to accessing services. 
Psychiatric hospitals were considered to be places for who are crazy, 
mad, or lunatics, and therefore an abominable place to be seen. An 
expression from a client (3): "The outpatient clinic I would have 
love them to have some little privacy, not to keep everybody in that 
open hall like one boy that just saw me. I feel very shameful when 
people say all sorts and call you names. " 

Caregiver 4 also observed that the fear of being seen by friends and 
neighbours makes many service users opt out of treatment. "I feel 
shameful about my son's illness, especially if we are coming here, I 
don't want anybody I know to see us'That is why most times it's 
hard for me to bring him for treatment" 



Discussion 



The fact that so many were from rural areas, two were students, 
more unemployed from the client group, people should be given 
drugs for six months to tide them over once patient is stabilized or 
referred to local facility for repeat prescriptions. Access to early 
mental health care and sustaining the treatment is critical to 
promote mental health well-being, as well as to identify mental 
health issues and prevent the disease progression. Good mental 
health care is important for the general population, but particularly 
important for individuals and families living with mental disorders. 

Socio-demog raph ic 

While there is a perception that access is a problem for those from 
outside the city, 65% were not city residents, indicating that despite 
the difficulties, people were accessing the services. Two clients were 
undertaking tertiary education and one had a full-time job, 
suggesting that their conditions were being adequately controlled. 
Half the caregivers were males, as were more than half the clients, 
indicating that men both seek help and support those who were ill. 



Thematic 

The study shows that appropriate use of mental health service is 
hampered by physical, financial and cultural barriers. 

Physical barriers 

The study shows that the public is still only vaguely aware of mental 
disorders, the availability of mental health service and effective 
treatment outcomes. This is similar to previous study [20] 
conducted in the Yoruba speaking region of Nigeria, which shows 
the knowledge of mental disorders was generally poor, with only a 
minority of the study sample believing it is possible to successfully 
treat mental disorders in the hospital. Research in other developing 
countries shows increasing public understanding of mental health 
conditions and awareness that effective treatment is available is 
important [1,16]. Gureje and Alem [19] argue that public education 
should be given prominence by policies so as to support affected 
families. It is necessary for people to know about what services are 
available and what can be expected from them, as well as identify 
when to seek professional support. 

The long waiting times at the hospital makes access to mental 
health service very difficult and resulted in some service users giving 
up without receiving the necessary care. This may partly explain 
why approximately 70% of mental health services in Nigeria are 
provided by religious and spiritual healers [25]. The absence of 
community-based mental health services burdens hospital-based 
health care putting additional pressure on already-stretched 
services, adversely affecting quality care [26]. Furthermore, Jerkins 
and colleagues [27] argues that If the public health burden of 
mental disorders is to be effectively addressed, it is necessary for 
policies to adopt a strategic approach that encompasses much more 
than just curative services for acutely ill people. The unavailability of 
mental health services in rural communities has left many families 
with no alternative but to use whatever is available. According to 
Mwape et al [28] Integrating mental health services into primary 
health care as a way of facilitating early detection and intervention 
for mental disorders is critical to improving and promoting the 
mental health of the population. 

This study revealed that the long distances travelled to access 
mental health service created barriers for many service users, this 
being more common for rural dwellers that lack transportation, who 
had to take time away from their trade, work or home 
responsibilities. This finding is similar to another study of care-giving 
in this region [12], which showed that the distance travelled to 
access service was of a great concern and that as a result, many 
families could not sustain or continue with treatment. Furthermore, 
a study of burdens experienced by caregivers of patient with 
epilepsy in Northern Nigeria [11] indicated that this was mainly 
associated with their location of residence being outside the service 
catchment areas. 

Financial barriers 

Service users experience financial burden in accessing mental health 
care, keeping follow-up appointments and paying for treatment. The 
need to pay for services results in many individuals being unable to 
sustain treatment, with the continuous use of prescribed 
medications being necessary to maintain an improved mental state. 
This finding is similar to a study on the burden of schizophrenia on 
rural and urban families in the same region [10], and showed that 
rural families experienced a heavy burden, mainly financial, as most 
are poor and have less disposable in-come to pay for transportation 
and treatment. A study of caregiver's burden and psychotic patient's 
perception of social support in Nigeria [29] showed that users 
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without any form of social welfare net had higher burdens, 
experienced more family disharmony and poor illness outcomes. 
Evidence has shown that poverty and the absence of a social 
welfare net for mental health service users increases the burden of 
mental disorders, with poor mental health outcomes [1,30,31]. 

Cultural barrier 

Fear of stigma/discrimination was an important reason for not 
seeking or sustaining treatment due to the fear of what others may 
think, thereby preventing many from sustaining their treatments, 
finding being consistent with previous studies in Nigeria [20,32]. 
The experiences associated with stigma/discrimination negatively 
impacted on their emotional/social well-being, resulting in families 
hiding ill relatives and not talk about it, which affected the families' 
perceptions and ability about seeking appropriate help [15,33]. It is 
important for society to understand how stigma impact on people 
with mental disorders and the need for change in public attitude. 

Limitation of the study 

The authors are aware of the limitations associated with the 
sampling and sample bias as a result of a purposive sampling, and 
that the study was conducted in a single facility providing mental 
health service. Transferability is therefore limited, but as a first 
study in the Niger Delta region of Nigeria, the findings have 
implications that could influence both subsequent research, practice 
and policy innovations for care. 

Policy implications and recommendations 

A number of recommendations are made to improve access to 
mental health services and improve service delivery. Information 
about what services are available and where, needs to be widely 
disseminated to encourage people to seek treatment when they find 
themselves experiencing the signs and symptoms of mental 
disorders. Services need to be expanded and the number of mental 
health professionals, increased to assist in the identification, 
management and prevention of symptoms at all levels of care. The 
challenges associated with centralised care need to be addressed, 
specifically the waiting times, access and the cost of services. Social 
welfare nets in the form of free medication or a subsidy for the low- 
income as a support mechanism would reduce the financial burden 
of many families and persons with mental illness, and allow them to 
sustain treatment. Social education needs to occur for people to 
overcome cultural barriers that impact on those with mental 
disorders and highlights the need for change in public attitude to 
support help seeking. 



Conclusion 



This study shows that the centralised mental health service for a 
population of over four million is unable to provide the required 
services and support. Effective utilization of service needs to be 
supported by adequate resourced and staffed facilities that 
encourage good health seeking behaviour and sustain treatment 
follow-up. To overcome these barriers, priority should be given to 
mental health service delivery. Services should be provided 
throughout the health care system to enable people access them 
locally and affordably, preventing the need to travel and promoting 
service uptake and treatment continuation, only then will persons 
with mental disorders live productive and fulfilled lives. 



Competing interests 



We declare no conflicting interest. 



Authors' contributions 



Izibeloko Omi Jack-Ide. Conceptualization of the study, literature 
search and survey, analysis of data, drafting of the article and 
finalization. Leana R. Uys. Conceptualization of study, analysis of 
data, critical revision of the article and finalization. All the authors 
have read and approved the final version of the manuscript. 



Tables 



Table 1: Demographic data of service users 

Table 2: Barriers and themes arising from interview transcripts 



References 



1. Wang PS, Aguilar-Gaxiola S, Alonso J, Angermeyer MC et al. 
Use of Mental health services for anxiety, mood, and substance 
disorders in 17 countries in the WHO World Mental Health 
Surveys. Lancet. 2007; 370 (841-850): 841-850. PubMed | 
Google Scholar 

2. Prince M, Patel V, Saxena S, Maj M, Maselko J et al. No Health 
without Mental Health. Lancet. 2007; 370(9590): 859-877. 
PubMed | Google Scholar 

3. Cuijpers P, Stam H. Burnout among relatives of psychiatric 
patients attending psychoeducational support groups. Psychiatr 
Serv. 2003; 51(3): 375-379. PubMed | Google Scholar 

4. Foldemo A, Gullberg M, Ek AC, Bogren L. Quality of life and 
burden in parents of outpatients with schizophrenia. Soc 
Psychiatry Psychiatr Epidemiol. 2005 Feb;40(2): 133-8. 
PubMed | Google Scholar 

5. Leong ETL, Lau ASL. Barriers to providing effective mental 
health services to Asian Americans. Mental Health Services 
Research. 2001; 3 (4): 201-214. PubMed | Google Scholar 

6. Kung WW. Cultural and Practical Barriers to Seeking Mental 
Health Treatment for Chinese Americans. J Community 
Psychology. 2004; 32(1): 27-43. PubMed | Google Scholar 

7. Saunders S, Browersox N. The process of seeking treatment 
for mental health problems. Mental Health and Learning 
Disabilities Research and Practice. 2007; 4(2): 99-123. 
PubMed | Google Scholar 

8. Ayorinde O, Gureje O, Lawal R. Psychiatric research in Nigeria: 
bridging tradition and modernisation. Br J Psychiatry. 2004 
Jun; 184: 536-8. PubMed | Google Scholar 

9. Jacob KS, Sharan P, Mirza I, Garrido-Cumbrera M et al. Mental 
Health Systems in Countries: Where are we now? Lancet. 2007 
Sep 22;370(9592): 1061-77. Google Scholar 



Page number not for citation purposes 5 



10. Martyns-Yellow IS. The Burden of Schizophrenia on the Family: 
A Study from Nigeria. Br J Psychiatry. 1992 Dec; 161:779-82. 
PubMed | Google Scholar 

11. Nuhu FT, Yusuf AJ, Akinbiyi A, Fawole JO, Babalola OJ, 
Sulaiman ZT, Ayilara 00. The burden experienced by family 
caregivers of patients with epilepsy attending the government 
psychiatric hospital, Kaduna, Nigeria. Pan Afr Med J. 2010 Jun 
1;5:16. PubMed | Google Scholar 

12. JackTde 10, Uys L, Middleton LE. Caregiving experiences of 
families of persons with serious mental health problems in the 
Niger Delta region of Nigeria. Int J Ment Health Nurs. 2013 
Apr;22(2): 170-9. PubMed | Google Scholar 

13. Adewuya A, Ola B, Mosaku S, Fatoye F, Eegunranti A. Attitude 
towards antipsychotic among out-patients with schizophrenia in 
Nigeria. Acta Psychiatr Scand. 2006 Mar;113(3):207-ll. 
PubMed | Google Scholar 

14. Gureje 0, Lasebikan VO. Use of Mental Health Services in a 
Developing Country: Results from the Nigerian Survey of 
Mental Health and Well-being. Soc Psychiatry Psychiatr 
Epidemiol. 2006 Jan;41(l):44-9. PubMed | Google Scholar 

15. Kabir M, Iliyasu Z, Abubakar IS, Aliyu MH. Perception and 
beliefs about mental illness among adults in Karfi village, 
northern Nigeria. BMC Int Health Hum Rights. 2004 Aug 
20;4(1):3. PubMed | Google Scholar 

16. Patel V, Araya R, Chatterjee S, Chisholm D, Cohen A, De Silva 
M, Hosman C, Mcguire H, Rojas G, Van Ommeren M. 
Treatment and Prevention of Mental Disorders in Low-income 
and Middle-income Countries. Lancet. 2007; 370(9591): 991- 
1005. PubMed | Google Scholar 

17. Gulbinat W, Manderscheid R, Baingana F, Jenkins R, 
Khandelwal S, Levav I, et al The International Consortium on 
Mental Health Policy and Services: objectives, design and 
project implementation. Int Rev Psychiatry. 2004; 16(1?2): 
5?17. Google Scholar 

18. Abiodun AO, Rogers MOA. Social distance towards people with 
mental illness amongst Nigerian University students. Soc 
Psychiatry Psychiatr Epidemiol. 2005 Nov;40(ll):865-8. 
PubMed | Google Scholar 

19. Gureje O, Alem A. Mental Health Policy Development in Africa. 
Bull World Health Organ. 2000; 78(4): 475-482. PubMed | 
Google Scholar 

20. Gureje O, Lasebikan VO, Ephraim-Oluwanuga O, Olley BO, Kola 
L. Community study of knowledge of and attitude to mental 
illness in Nigeria. Br J Psychiatry. 2005 May;186:436-41. 
PubMed | Google Scholar 

21. Abiodun O. Pathway to mental health care in Nigeria. Psychiatr 
Serv. 1995 Aug;46(8):823-6. PubMed | Google Scholar 



22. Smith JA. Semi-structured interviewing and qualitative analysis. 
In Smith JA, R. Harre R, Van Langenhove L. Rethinking 
Methods in Psychology. 1995; Eds: London; Sage. PubMed | 
Google Scholar 

23. Pauli R, Bray D. Content analysis of qualitative data. In 
Clarkson P. Counseling Psychology: Integrating Theory, 
Research and Supervised Practice. 1998; Eds: London: 
Routledge. PubMed | Google Scholar 

24. QSR International. NVivo qualitative data analysis software 
Version 8. 2008; Pty Ltd Doncaster, Victoria, Australia. Google 
Scholar 

25. Adewuya AO, Makanjuola R. Preferred Treatment for Mental 
illness Among Southwestern Nigeria. Psychiatric Serv. 2009; 
60(1): 121-124. PubMed | Google Scholar 

26. Mental Health and Poverty Project. Policy brief 4: Promoting 
community-based services for mental health in South Africa. 
2008. Google Scholar 

27. Jenkins R, Gulbinat W, Manderscheid R, Baingana F, Whiteford 
H et al. The Mental Health Country Profile: background, design 
and use of a systematic method of appraisal. Int Rev 
Psychiatry. 2004; 16(1-2): 31-47. PubMed | Google Scholar 

28. Mwape L, Sikwese A, Kapungwe A, Mwanza J, Flisher A et al. 
Integrating mental health into primary health care in Zambia: a 
care provider's perspective. Int J Ment Health Syst. 2010 Jul 
25;4:21. PubMed | Google Scholar 

29. Ohaeri JU. Caregiver Burden and Psychotic Patient's 
Perception of Social Support in a Nigerian Setting. Soc 
Psychiatry Psychiatr Epidemiol. 2001 Feb;36(2):86-93. 
PubMed | Google Scholar 

30. Magliano L, Fiorillo A, De Rosa C, Maj M and the National 
Mental Health Project Working Group. Family burden and social 
network in schizophrenia vs. physical diseases: preliminary 
results from an Italian national study. Acta Psychiatri Scand. 
2006; 116(429): 60-63. PubMed | Google Scholar 

31. Thornicroft G. Most people with mental illness are not treated. 
Lancet. 2007 Sep 8;370(9590):807-8. PubMed | Google 
Scholar 

32. Aghukwa NC. Attitude of health workers to the care of 
psychiatric patients. Ann Gen Psychiatry. 2009 Aug 23;8:19. 
PubMed | Google Scholar 

33. Jegede AS. The Notion of ?Were? in Yoruba Conception of 
Mental Illness. Nordic Journal of African Studies 2005; 14(1): 
117-126. Google Scholar 



Page number not for citation purposes 6 



Table 1: Demographic data of service users 


Care givers 


Clients 


No 


Sex 


Age 


Employment 
Status 


Education 
Status 


Residence 
In/Outside 
City 


No 


Sex 


Age 


Employment 
Status 


Education 
Status 


Residence 
In/Outside 
City 


1 


M 


52 


Petty trader 


Secondary 


Outside 


1 


F 


44 


Public servant 


Secondary 


In 


2 


F 


30 


Unemployed 


Tertiary 


Outside 


2 


M 


25 


Student 


Tertiary 


Outside 


3 


F 


42 


Petty trader 


Primary 


Outside 


3 


F 


30 


Unemployed 


Tertiary 


In 


4 


F 


56 


Petty trader 


Secondary 


In 


4 


M 


28 


Unemployed 


Secondary 


Outside 


5 


F 


62 


Petty trader 


Secondary 


Outside 


5 


M 


58 


Petty trader 


Secondary 


Outside 


6 


F 


35 


Public servant 


Secondary 


Outside 


6 


M 


24 


Unemployed 


Secondary 


Outside 


7 


M 


43 


Public servant 


Tertiary 


In 


7 


F 


36 


Unemployed 


Secondary 


Outside 


8 


M 


32 


Petty trader 


Secondary 


Outside 


8 


M 


48 


Petty trader 


Tertiary 


In 


9 


M 


40 


Unemployed 


Tertiary 


In 


9 


M 


21 


Unemployed 


Secondary 


Outside 


10 


M 


24 


Unemployed 


Tertiary 


In 


10 


M 


24 


Student 


Secondary 


Outside 


Residence: In/Outside City: This is used to represent the location of participants in respect to the hospital. In represent participants living in the 
city where hospital is located. Outside represent service users living in rural areas. 



Table 2: Barriers and themes arising from interview transcripts 


No. 


Barriers 


Themes 


1 


Physical 


Poor knowledge of mental health service 
Centralised mental health service 
Waiting time 


2 


Financial 


Travel distance/Transportation 
High cost of service 
Loss of productive income 


3 


Cultural 


Stigma and discrimination 
Feelings of shame 
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